The work has been reported in line with the SCARE criteria [1] which is the systematic way of presenting un-usual cases. Infection in the crypto-glandular epithelium lining the anal canal is the precursor to the ano-rectal abscess. The sphincters act as a barrier. Once infection spreads to the inter-sphincter space it can easily gain access to the adjacent spaces [2] .
Anorectal abscesses are classified according to their anatomic location into perianal, ischio-rectal, inter-sphincter and supralevator types [3] . Supra-levator abscesses are the least common. They result either as upward spread of inter-sphincter abscess or downward spread of suppurative abdominal process.
The peak incidence of anorectal abscesses is in the third and fourth decades of life [3] . Men are affected more frequently than women [4] . Radiological investigations are not usually deemed necessary but they are quiet helpful in cases of supra-levator abscess [5, 6] .
Almost all cases present with complains of pain, chills, discomfort and fever. Abdominal symptoms are rare. The treatment of ano-rectal abscess is incision and drainage of the purulent collection after stabilization of the patient [7, 8] . 
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This case report presents a case of ano-rectal abscess which presented with constipation and abdominal pain mimicking intestinal obstruction. CT scan showed the presence of retroperitoneal air. Patient settled with incision and drainage of the abscess.
Case presentation
A 58 year old gentleman with history of uncontrolled diabetes mellitus for 15 years presented to the emergency with complains of abdominal pain, constipation and distension for the past two days and pain in the perianal area for the past six days. It was associated with fever, rigors and chills.
On examination he had pulse of 100/min, was febrile with temperature 101 F. Abdomen was distended with absent bowel sounds. Digital rectal examination revealed marked bogginess and tenderness, erythema and fluctuation around the anal opening with raised temperature. Keeping in view the age of the patient a suspicion of sigmoid tumor perforation leading to abscess was made. Patient had no previous history of fistula-in-ano or endoscopic examination.
Initial resuscitation was started with intra-venous fluids, antibiotics and anti-pyretic. Meanwhile initial workup was done which included complete blood count, abdominal x-ray and a CT scan abdomen. White blood cell count was 17,000 per cubic mm and Xray Abdomen showed multiple air fluid levels.
CT Scan Abdomen revealed no growth or gut pathology however there was a large quantity of retro-peritoneal air extending almost up to the diaphragm as well as into the sub-cutaneous plane (Fig. 1) .
Considering the clinical picture and the radiological findings the diagnosis of an ischio-rectal abscess leading to extension and retroperitoneal air was made (Fig. 2) .
The patient underwent incision and drainage of the ischio-rectal abscess which was found to be horse shoe shaped and extending on both sides of the anal canal. Almost 500 ml of pus and a large quantity of foul smelling air was evacuated with underlying necrotic fat and tissue. Two large corrugated rubber drains were placed on each side. Pus swabs demonstrated E. coli, Pseudomonas and Gram positive spore bearing rods.
Patient further underwent debridement of the underlying tissue twice in the next 7 days. Mean-while he was continued Intravenous antibiotics (ceftriaxone and metronidazole), Sitz bath thrice a day and wound dressing with local anti-biotic and analgesic creams.
By the 10th post op day the wounds of the patient were healthy, his leukocytosis had settled, bowel habit returned to normal and he was discharged.
He was advised a colonoscopy which revealed no pathology. Patient is currently on follow-up and 6 months later the patient is in good health with the wounds healed.
Discussion
Presentation with abdominal symptoms is rare. As such we initially didn't suspect the diagnosis. It was only when we undertook CT-Scan of the patient did we discover the diagnosis incidentally. The patient then settled with incision and drainage. Despite our extensive literature review we were unable to find a previous report documenting this finding in ischio-rectal abscess. There have been a few case reports which have documented unusual presentation of ischio-rectal abscess [10, 11, 12] .
Ischio-rectal abscesses usually present acutely and require emergency incision and drainage, however, judicious imaging before intervention is required when such abscess are associated with unusual symptoms.
The diagnosis of ischio-rectal abscess presenting with Fig. 1 . CT scan showing retroperitoneal gas arising from gluteal region extending up to chest. Fig. 2 . Transverse view.
abdominal symptoms should be kept in mind especially in immune-compromised and elderly patients as this may result in negative laparotomy with disastrous results. As CT scan is not routinely carried out in ischio-rectal abscess, the finding of retroperitoneal gas may be higher than noted. Although posterior duodenal perforation may present with similar radiological finding but the patient did not have any history of retrosternal burning, dyspepsia, bloating or NSAID intake in the past. Due to lack of availability of endoscope in the emergency department endoscopy was not performed. The patient recovered well after treatment of inschio rectal abscess.
Conclusion
We can avoid a negative laparotomy by keeping in mind the unusual presentation of ischio-rectal abscess with retro-peritoneal air.
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